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Lacking compassion – Sociological analyses of the medical professions 
 
Abstract 
 
Medical sociology has offered many accounts of the social context of the medical profession 
at both macro and micro levels.  However, a dominant critical trend in social thought means 
that these accounts of the medical profession tend to focus on criticism at the expense of a 
more balanced critique of the social phenomenon in question.  Whilst criticism of the medical 
profession has been important in developing our understandings of how power, health and 
medicine operate, the emotional and personal implications for staff of undertaking 
responsibility for unpleasant tasks has been relatively neglected.  In this paper I draw on my 
experience in three areas of research that relate to medical practice: male rape; dentistry; and 
feticide.  I argue that the inclusion of a more compassionate perspective on the medical 
profession’s engagement with such problems is crucial if sociological work on the medical 
profession is to represent adequately this fascinating social phenomenon.   
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Lacking compassion – Sociological analyses of the medical professions 
 
Introduction 
 
In this paper I consider the way that the medical profession has been conceptualised within 
sociological discourse.  I draw on three case studies from my research portfolio: male rape; 
removable partial dentures; and feticide.  The male rape research is a case study that forms 
part of a broader project on the nature of sexual violation, an interpretative literature-based 
study on social research discourse on sexual assault.  The removable partial denture study is a 
qualitative, exploratory in-depth interview study, forming one component of a larger 
investigation into the factors that influence dentist provision and patient use of removable 
partial dentures.  The feticide study is an on-going project that explores the impact on the staff 
and parents who are directly involved of feticide prior to termination of pregnancy for fetal 
anomaly.  It is a stand alone qualitative exploratory study involving in-depth interviews with 
both staff and parents.  As a result, the research on which this paper draws represents a variety 
of methods and epistemological perspectives, though a qualitative exploratory component is 
common to all three.  However, although this paper is built upon these research projects, I do 
not attempt to present the primary findings from the individual studies in any depth; rather, 
this paper considers a tangential theme that has emerged from the experience of working on 
all three topics as a sociologist/interpretative social scientist: the adequacy of sociology’s 
current theoretical framework for understanding the medical profession.  In this paper, my 
aim is therefore to focus on the conceptual and theoretical issues raised as a result of engaging 
intellectually with these topics, rather than to represent the empirical findings of the studies 
(such representation can be found elsewhere, for example see Graham, forthcoming; Graham 
et al., forthcoming).  
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I present here a perspective on the medical profession that examines explicitly the nature of 
the unpleasant work that some doctors do.  I begin by considering some well established 
analyses of the medical profession and the nature of medical work.  This involves looking at 
perceptions of dissatisfaction from within the profession, but focuses primarily on the 
dominant sociological understandings of the medical profession as a structurally powerful 
group in society.   I then draw on my experiences in researching male rape, removable partial 
denture use/provision and feticide to demonstrate that in these areas, the medical profession 
participates in unpleasant, distressing or even abhorrent tasks.  These are used to illustrate the 
point that the medical profession therefore absorbs the emotional and personal consequences 
of performing such activities on behalf of society at large, because such practices necessarily 
force individual doctors to confront certain corporeal and ethical boundaries of human 
existence.  I argue that it is difficult to acknowledge this facet of the medical profession 
within sociological perspectives that focus on critical analyses of power.  Ultimately, I argue 
that by including a more compassionate perspective into its theoretical armoury, medical 
sociology could develop a more balanced and adequate representation of the medical 
profession. 
 
Dissatisfaction and the nature of medical work 
 
Professional concern 
 
There is a body of literature on dissatisfaction of medical professionals written from within 
the discipline of medicine itself.  Medical professional concerns tend to focus around two key 
and interrelated issues: job satisfaction; and stress.  There is evidence of a general decline in 
job satisfaction for medical professionals in both the UK, the US and around the world 
(Edwards et al., 2002), though the precise context of the growing dissatisfaction amongst 
doctors differs between the UK and the US.  In the UK, Edwards et al.’s (2002) article on 
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‘unhappy doctors’ and Ham and Alberti’s (2002) discussion of the relationship between 
government, public and the profession both generated impassioned responses.  The 
dissatisfaction appears to stem from the changing nature of the organisation of health care; 
factors such as patients’ increased expectations and the encroachment of administrative duties 
upon clinical work are perceived to be part of the problem, for example, because they place 
doctors in a more stressful working environment (see Bevan, 2002; Caan and Stanton, 2002; 
Davies, 2002; Jones, 2002; Taylor, 2002).  A similar exchange of opinion on ‘doctor 
discontent’ occurred in the US when Kassirer’s (1998) article also elicited a flurry of 
responses (Cleaveland, 1999; Cohen, 1999; Kendrick, 1999; Murphy, 1999; Ruane, 1999) 
though not all were sympathetic (Newman, 1999).  The situation in the US is of course 
different because the funding of US healthcare relies heavily on an insurance system, in 
contrast to the funding of the NHS largely from central taxation in the UK.  For US 
physicians, the organisational structure of health care infringes upon clinical autonomy to the 
point that: 
 
‘It is just no fun being a doctor anymore.  But what really scares me 
the most is that as I get older, I will become a more and more 
frequent consumer of health care services delivered by disgruntled 
physicians who have incentives to give me less and less care.’ 
 
(Kendrick, 1999: 650).   
 
However, in both the US and the UK, medicine’s contemporary debate about the more 
unpleasant aspects of being a part of the medical profession focuses on the decline in job 
satisfaction, and on an increasingly stressful and bureaucratic working environment.  This 
interest in the relationship between professional stress and the organisation of medical work 
extends also to dentistry (Humphris and Cooper, 1998; Wells and Winter, 1999) though many 
doctors and dentists still find their work rewarding (Chuck et al., 1993; Holt, 1998). 
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Within the medical literature on job satisfaction, the nature of clinical work itself is not 
conceptualised as an issue of concern; rather, the perceived causes of job dissatisfaction are 
the aspects of the professional’s role that detract from working with patients.  Clinical work is 
only considered problematic where the individual case is problematic, for example, with 
difficult patients (Steinmetz & Tabenkin, 2001) or with extremely taboo subjects such as 
child abuse (Cohen, 1999; Donfrancesco et al., 2002; Kmietowicz, 2004).  Given the strength 
of the concept of vocation within medicine
i
 and perhaps a tendency to be interested in the 
workings of the body on the part of doctors and dentists as individuals, the work with 
corporeal boundaries that health care involves is not an obvious choice for contention within 
medical discourse.  Certainly, the personal implications of doing clinical work on bodies 
attracts little attention in comparison to the topic of doing explicitly emotionally difficult 
communication, such as breaking bad news to patients (for example, see Abel et al., 2001; 
Barnett, 2004; Kirwan et al., 2003; Phipps and Cuthill, 2002; Ungar et al., 2002).   However, 
from a sociological point of view, the idea that poking and prodding diseased bodies is a not 
conceptualised as a source of professional or personal dissatisfaction is rather more 
compelling, though the general issue of what doctors and dentists do and why they enjoy it is 
too broad to encompass in this paper.  Instead, I focus on some specific examples of medical 
practice that involve what might be considered unpalatable tasks, and to use these examples to 
argue that medical sociology could benefit theoretically by including a more compassionate 
perspective on the medical profession.  To contextualise this argument, it is essential to first 
consider the existing sociological view of the medical profession.  
 
Sociological critique 
The altruistic Profession 
Socially informed perspectives on the medical profession and medical knowledge existed 
before the 1950s, such as Fleck’s work on medical knowledge (Fleck, 1981).  However, 
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Parsons (1952) was one of the first sociologists to take seriously the issues of health, illness, 
doctors and patients (Morgan, 2004).  In The Social System Parsons explored the concept of 
illness in the context of an organised and consensus based social system, introducing the 
notion of ‘the sick role’.  For Parsons, the medical profession was an altruistic group, 
interested in the well being of patients rather than individual gain.
ii
  The notion of doctors 
driven by vocation rather than self interest has continuing relevance, though such an 
explanation of the medical profession is perhaps more contentious now than it was in 
Parsons’ era.   
 
Despite his many substantive contributions to social perspectives on health and illness, 
Parsons is recognised primarily for generating criticisms of his work that in turn fuelled the 
development of medical sociology from the 1950s onwards (Turner, 1987).  For example, one 
key element of Parsons’ view of health and illness in society, encapsulated in ‘the sick role’, 
is the notion of acute illness from which the patient recovers as soon as possible; the universal 
validity of this model has been fundamentally challenged by phenomena such as chronic 
illness and self care (Shoor and Lorig, 2002).  Although Parsons’ work attracted some 
criticism before the late 1960s and early 1970s, the critical, epistemologically driven turn that 
developed with the rising popularity of postmodern perspectives in social thought (Cahoone, 
1996) created a context in which far more interrogative accounts of the medical profession 
could emerge.  These critical accounts of the medical profession have tended to revolve 
around the concepts of power and status. 
The Powerful Profession 
Many different perspectives contribute to sociological understandings of the power relations 
of the medical profession, but lack of space prevents a comprehensive review here.  The 
following examples illustrate how the medical profession has tended to be conceptualised 
within ‘critical’ medical sociology.   
 
 8 
Any discussion of the medical profession must include reference to Freidson (Freidson, 
1970a; 1970b).  The time at which Freidson’s analysis of professionalisation and the medical 
profession emerged was one of an increasingly critically engaged social theory that 
blossomed towards the end of the 1960s (Alcock, 1998; Cahoone, 1996).  His work 
highlighted the importance of autonomy and self-regulation for the medical profession to 
maintain its professional dominance over other allied health professional groups such as 
midwives and nurses.  Freidson’s ideas have of course attracted criticism too, for example, for 
conceptual confusion (Coburn, 1992); and Freidson himself has reworked his original 
analysis of professionalisation in general (Freidson, 1994; 2001).  However, whilst the 
conceptual detail may be subject to critique, the value of his contribution is evident in that his 
conceptual concerns remain relevant in contemporary debates.  For example, the continuing 
centrality of ethical behaviour to the authority of the medical profession is still evident in 
contemporary work (for example see Johnston et al., 2001).  Similarly, the relationship 
between the medical profession and other allied health professions remains relevant.  For 
example, there are well established, powerful arguments that the medical profession uses its 
dominant position to delegate ‘dirty’ work (like emotional labour) to subdominant groups 
such as nurses (Nettleton, 1996).  However, the dynamics of the relationship between 
medicine and sub-dominant health professions are not homogenous, as that relationship varies 
even when restricted to similar professional groups cross culturally.  For example, both 
Australian and British nurses have similar levels of medical autonomy in their relationship to 
medical professionals, but British nurses are apparently more dissatisfied and experience the 
medical profession as more authoritarian (Adamson et al., 1995).   
 
A second key conceptual milestone in the development of medical sociology’s perception of 
the medical profession is Illich’s (1975) notion of iatrogenesis.  In the context of public 
health, it would be difficult to refute that overall, modern medical knowledge has played its 
part in vastly improving the health of populations, particularly in the West (McKee, 1999).   
However, Illich’s contribution is a useful reminder that even the best of intentions can cause 
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unintended harm to the patient.  Illich’s original writing on the pervasiveness of medicine 
remains relevant to contemporary medical sociology for this reason; however, Illich’s 
analysis included medicine as an example of a broader theory about the relationship between 
the personal and the bureaucratic, and his ideas about medicine with respect to that 
relationship have since changed (Scott-Samuel, 2003).  Indeed, perceptions of the medical 
profession generally have changed, partly because of socially mediated events such as 
specific instances of unethical practice (including Alder Hey, the Bristol heart scandal and the 
case of Harold Shipman
iii
), and also broader cultural shifts including managerialism, and the 
‘expert patient’; these are challenges to which the medical profession has attempted to 
respond (Edwards, 1999; Rennie, 1998).   
 
The contributions of theorists such as Freidson and Illich are different, but for both their 
contribution to medical sociology goes beyond the original theory to encompass the debate 
that emerged as a result.  However, their work is firmly located within a macro-sociological 
framework, focusing on structural power relationships rather than the everyday reality of 
medical practice.  In particular, there is less emphasis on the practical tasks that doctors 
perform in their work with patients.   For insight into such matters one turns naturally to more 
interactionist and ethnographic perspectives on health and illness.  The close attention to 
everyday detail of medical practice in these approaches means that the medical profession is 
conceptualised as something other than a one dimensional and powerful social group; and 
those interested in the interactions that surround the practice of medicine must necessarily 
acknowledge the work that doctors do, giving a more balanced view of this social 
phenomenon.  However, a thorough analysis of medical practice does not necessarily equate 
to a thorough or well balanced consideration of the role of the medical profession or the 
impact of unpalatable medical work on the individual medical professionals involved.   
 
Ethnographic work may take seriously the minutiae of medical practice, but the personal 
implications of such practices for those who have to perform them are unlikely to be 
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considered a primary theoretical interest.   For example, within medical sociology the 
relevance of Sudnow’s (1967) seminal work on medical care and dying is remembered for the 
questions it raised about the reproduction of social inequalities in decision making 
(Timmermans, 1998; Turner, 1987), rather than for accounting for how it feels to take the 
ethical, medical and legal responsibility for those clinical decisions.  Similarly, Mol’s (2002) 
more recent ethnographic work on the medical practices (or rather, praxiology) of managing 
atherosclerosis has been well received (Duffin, 2004; Frank, 2003); but the corporeal 
practices of the medical profession are the focus; the impact of that experience on the 
individuals involved, and the profession as a whole, is not.   Some sociologists have been 
more successful in producing balanced accounts of specifically unpalatable aspects of medical 
work.  In particular, Strong’s (1980) analysis of doctors’ distaste for alcoholic patients does 
recognise the fact that doctors have to cope with patients that challenge the underlying 
principles of the doctor-patient relationship, and emphasises the rationality  of their distaste.  
However, it leaves undeveloped (in theoretical terms) the role that doctors play in being the 
professional that deals with such ‘dirty work’, and the ethical implications for the profession 
of this socially mediated arrangement.   Even in such close analyses of the corporeality of 
medical practice, there appears to be little perceived theoretical value in exploring how 
medical professionals are affected by taking responsibility for performing unpalatable tasks.   
 
From the macro level big picture to the micro level finer detail, the juxtaposed sociological 
analyses of the medical profession and medical knowledge in terms of power and in terms of 
altruism have long been well recognised (Stacey, 1980), and it is not my intention to revisit 
them here.  Rather, I use these examples for a dual purpose.  First, it is essential to recognise 
the excellent and insightful work that has emerged within medical sociology over the past 60 
years, and to acknowledge the importance of critical sociology to contemporary medical 
sociology.  However, my second purpose is to highlight the need to take seriously the issues 
of how unpalatable medical work impacts on the individuals involved, and how in taking 
responsibility for such tasks the medical profession performs a valuable social function.  The 
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medical profession may be powerful, but is it always a privileged position?  I explore this 
latter point with reference to examples from my experiences as a researcher in the field of 
medical sociology. 
 
Doctors doing the dirty work? 
 
The three research studies I draw on (male rape, removable partial dentures, feticide) all 
involve medical work that confronts the body breached – the transgression of accepted social 
and corporeal norms of the boundaries of the lived body (via the anus, the womb/fetal heart, 
and the mouth respectively).  These rather disparate topics represent independent intellectual 
projects; the theoretical link I make between them reflects my research interest in sensitive 
topics and my theoretical interest in aspects of social life that may be considered unpalatable.  
As a result, the definition of ‘unpalatable’ medical work reflects a conceptual theme that has 
emerged from a personal intellectual engagement with these topics, and is therefore 
idiosyncratic (as are the topics themselves).  However, the use of idiosyncratic case studies to 
develop interpretive work is a well established methodology in social research (see Strake, 
1994).   
 
The fact that the body is breached is not new to medical sociology.  The concept of the body 
has received attention from sociologists interested in health: Foucault’s (1973; 1980) work on 
how the medical profession as an entity conceptualises the human body (and therefore 
medical practice upon that body) emerged as the postmodern epistemological turn flourished 
in social thought (see for example Evans, 2003 or White, 1991).  Since then there have been 
commentators interested in medical practice upon the body at a conceptual level, for example 
in Armstrong’s (1983) Political Anatomy of the Body.  But in such accounts, the focus of 
sociological interest is precisely the way that the body appears to be conceptualised within the 
discipline of medicine and the social context in which that conceptualisation emerged and 
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gained popular support.  Such historical analyses make an important contribution to our 
understanding of medicine and society.  But they do not engage with questions about the 
impact on medical professionals (either as individuals or as a professional group) when they 
consent to perform activities that challenge our collective, socially constructed notions of 
corporeal humanity; there is little perceived theoretical interest in formulating a more 
compassionate perspective of the medical profession.  Here I argue that these issues are 
theoretically important.  I draw on three different types of medical professional engagement 
with tasks that are at best conceptualised as unpalatable, at worst distressing or abhorrent. 
 
Case one: male rape 
 
The research I refer to on the topic of male rape was conducted as part of a much broader 
theoretical evaluation of published social research literature on sexual assault.  The topic of 
male rape is important in its own right, but within the context of the broader study, the topic 
of male rape was analytically important because it offered intrinsic theoretical opportunities.  
First, the social problem of male rape has only been legally recognised relatively recently in 
the 1994 Amendment to the Public Order and Criminal Justice Act.  The topic of male rape 
was therefore an opportunity to explore the emergence of a recently identified social problem 
within the social research discourse on sexual assault. Second, the existence of male rape 
itself is a significant challenge to the dominant theorisations about the relationship between 
gender, sexuality and sexual assault.  Much of the research conducted around sexual assault 
has been instigated by or influenced by those working within feminist politics since the 
1970s, conceptualising sexual assault as a problem of masculinity, from Brownmiller (1976) 
to  more contemporary research such as Gregory and Lees’ (1999) analysis.  Whilst this 
research was and continues to be much needed, there are conceptual problems with 
identifying a category of criminal behaviour as masculine simply because men tend to commit 
that crime (Collier, 1998) and with identifying male rape as caused by problematic 
masculinity (Graham, 2001).  The topic of male rape is therefore theoretically important 
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because it represents an opportunity to interrogate current conceptualisations of sex, gender, 
sexuality and their relationship to violation of the body and notions of sexual harm. 
 
The literature on male rape is not voluminous; in comparison to literally thousands of pieces 
of work on the sexual assault of women by men, there is little work on the sexual assault of 
men by men (and even less on the sexual assault of men by women, though a handful of 
examples do exist, such as Sarrel and Masters, 1982 or Struckman-Johnson, 1988).  At the 
time of the research (1997-2001) there were around 50 research articles that dealt exclusively 
with the topic of adult male sexual assault.  More have emerged since then (for example, 
Ellis, 2002), and although there is more recognition of this problem now than previously was 
the case, male rape remains very much a subdominant interest within the field of social 
research into sexual assault.  What is most surprising though is that the vast majority of the 
existing literature on male sexual assault is written by those concerned with legal definition 
(Loizidou, 1999; Morgan-Taylor and Rumney, 1994) and medical practices (Hillman et al., 
1990; Mezey and King, 2000), rather than by sociologists or social scientists. There have been 
occasional social science explorations into this area, for example Gregory and Lees (1999) 
give the subject a reasonably thorough investigation from a social policy perspective.  But the 
lack of engagement with this issue within the social science community is telling; male rape is 
often considered a particularly taboo issue within western societies – is it too taboo for 
sociologists?  Certainly, those publishing in this area are those who represent some of the 
professional groups that have to confront the issue in their work, such as lawyers and doctors.   
 
In this respect, male rape can be considered an example of medical professional engagement 
with issues that are unpalatable or problematic, in that they necessarily engage with the reality 
of a particularly taboo bodily violation when treating patients who have been assaulted (either 
in terms of acknowledging the assault, or perhaps performing a further violation by 
examining a victim).  At a theoretical level, the existence of male rape constitutes the 
contradiction of a whole series of accepted norms about sexuality and the penetration of the 
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body (Waldby, 1995), social stigma, and gendered notions of victimisation (Owen, 1995).  At 
a more practical level, doctors may have to help direct patients toward sympathetic sources of 
help to manage the consequences of their victimisation.   This is not to say that doctors are the 
only health professionals interested in helping victims of male sexual assault; rather, that it is 
important to recognise that to date it has been primarily doctors and lawyers who have been 
voicing concern in the academic research literature about the problem of male rape. As 
professional commentators on society and its problems, sociologists are rather conspicuous by 
their reluctance to engage with this issue. 
 
Case two: removable partial dentures 
 
Initially the topic of removable partial dentures (RPDs) seems incongruous with the topics of 
male rape and feticide; RPDs are a much more everyday occurrence and are not necessarily 
associated with notions of distress in the way that male rape and feticide would be.  However, 
the everyday quality of RPD provision and use is precisely what makes this topic useful in the 
context of exploring the argument that a more compassionate sociological perspective on the 
impact of medical work on medical professionals could be theoretically important to our 
understanding of the medical profession’s role in society.  Although there are significant 
differences between medical doctors and dentists (who now more routinely adopt the title Dr), 
I include them together here to reflect their common role as the clinically responsible health 
professional for health care practices that involve breaching the body.  
 
RPDs are a simple and common method used to replace missing teeth.  30% of adults who are 
of middle age or older are provided with an RPD (Kelly et al., 2000), and this costs the NHS 
50 million pounds per year (Dental Practice Board, 2003).  The RPD is intended to improve 
both appearance and function for patients, but it is estimated that between 30-50% of patients 
never or rarely wear their denture (Jepson et al., 1995; Steele et al., 1996).  This indicates a 
discrepancy between what dentists define as need for an RPD, and patients felt need, 
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expressed by wearing their denture.  The study reported here is the qualitative, in-depth 
interview component of a larger study that investigated this discrepancy by identifying the 
factors that influence dentist provision and patient use of RPDs.  Alongside the main findings 
from the study about specific factors that affect the use and provision of RPDs, a more 
general theme that emerged is that many respondents, dentists and patients alike, did not like 
the RPD itself or the idea of having one.  Or as one dentist participant put it, the RPD is 
generally considered ‘a last resort’.  In particular, the dentists themselves were negative about 
the idea of wearing an RPD.  When asked how they would choose to fill a gap in their own 
mouth, only one of the 16 dentists interviewed said they would be prepared to wear one as 
anything other than short term measure.  Yet despite not liking RPDs themselves, and despite 
the fact that many of their patients don’t like them either, most of the dentists took immense 
pride and satisfaction in this aspect of their work.  
 
One suspects that the idea of poking around inside other people’s mouths for living is a 
peculiar one to many people who are not dentists, and perhaps to some who are; the realities 
of dealing with rotting teeth, bad breath and so on could support a view that dental work is 
perhaps unpleasant at times.  But for sociologists interested in the corporeal, the RPD or 
denture has an intrinsic exploratory theoretical potential.  The denture is a foreign object, 
introduced to the inside of the conscious body on a routine basis, and it is clear from the data 
collected that one of the things patients find the hardest is tolerating the presence of this 
foreign object in the mouth.  From this perspective, dentistry and denture wearing could be of 
powerful utility in exploring how we understand the body breached, in terms of the 
transgression of corporeal boundaries on a temporary but life long basis.  This might be 
conceived in terms of the presence of the denture itself in the mouth, or more broadly the 
accepted nature of bodily violation that regular dental care involves – there are relatively few 
circumstances in which it is acceptable to penetrate another person’s body with parts of your 
own.  Yet sociology has shown relatively little interest in exploring the mouth, or in engaging 
with dentistry itself: a sociology of the mouth remains absent.  An exceptional case would be 
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Sarah Nettleton’s (1998; 1989; 1992) Foucauldian analysis of dentistry in the late 1980s, but 
despite this excellent start to a real engagement between social science and dentistry, there 
has been little sociologically driven work in the area since.  Similar to the situation with the 
analysis of male rape, sociology is conspicuous in its absence. 
 
Case three: feticide 
 
Feticide is a relatively recent development in medical technology related to the practice of 
termination of pregnancy, particularly late termination of pregnancy.   The procedure involves 
injecting potassium chloride into the fetal heart to stop it beating.  ‘Labour’ is then induced.  
The main perceived advantage of feticide is that it prevents the possibility of a termination of 
pregnancy resulting in a baby that shows signs of life, as this scenario is currently 
conceptualised as causing more distress and confusion to both staff and parents, and there are 
particular legal and ethical issues around what medical care is appropriate for the live born 
baby that is the product of a termination (RCOG, 1998).  Feticide is therefore used in 
termination of pregnancy, where the fetus has reached an age of viability.  But whilst the legal 
age of viability is 24 weeks gestation, developments in medical technology mean that babies 
born prior to 24 weeks gestation may be viable, raising questions about when it is appropriate 
to begin offering feticide to parents undergoing termination of pregnancy for fetal anomaly.  
Indeed, in 2001 the Royal College of Obstetricians and Gynaecologists gave guidance that 
feticide should be used from 22 weeks gestation onwards.  However, whilst there is research 
evidence on the impact of termination of pregnancy for fetal anomaly (Askey and Moss, 
2001; Norup, 1998; Statham et al., 2000) there is little research evidence about the impact of 
feticide on either the parents or staff involved.  The feticide study discussed here is an 
ongoing piece of research on the impact on the staff and parents involved of feticide prior to 
termination for fetal anomaly.  Most terminations of pregnancy requiring feticide are where 
parents find out that their baby has a major anomaly, and decide to terminate the pregnancy 
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on that basis; the study drawn on here focuses on these types of cases.  The research is an 
exploratory, qualitative in-depth interview study.     
 
The corporeal practice of feticide raises many important legal, ethical and social issues.  But 
at a very practical level, feticide is a social practice for which medical professionals take 
clinical responsibility and also the lead performative role (aided by other health professionals, 
usually midwives).  The organisation of this task as medical work has the potential to tell us 
something valuable about the role that the medical profession play in dealing with social 
problems, and also about how the responsibility for unpleasant tasks is experienced by 
individual medical professionals.  There is some existing research on staff views of feticide 
within the medical discourse; but these tend to deal with the specific ethical dilemma of 
pregnancy reduction (Dommergues et al., 2003; Garel et al., 2002), or with technical details 
about how feticide is done (Bhide et al., 2002), rather than with the implications of feticide 
itself as a corporeal practice in the context of everyday medical work.
iv
  The fact that a more 
socially informed perspective is lacking leaves many questions unaddressed: how does one 
make sense of taking responsibility for the active killing of the unborn baby; what is it like to 
inject a drug into the heart and watch it come to a stop as a result of your action; and what 
impact do experiences like this have on the staff involved?
v
  When the medical profession is 
legitimated as the most appropriate avenue for dealing with pregnancies that are perceived as 
problematic, the profession confronts some of the most contentious aspects of human 
existence on behalf of the rest of society.  Within sociology, such questions about the personal 
and professional experience of taking responsibility for feticide remain unexplored, and these 
issues do not fit readily within the dominant critical theorisation of the medical profession.   
 
The sociological frameworks for making sense of medicine and the medical profession in 
society have tended to focus on the medical profession as an elitist, powerful and paternalistic 
enterprise; more balanced accounts of medical practice may be found in ethnographic work, 
but these fall short of addressing the role of the medical profession in the context of society, 
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and of addressing the practical ethical implications of such work on the profession and the 
individuals.
vi
  In the context of the medical practice of feticide, is it enough to conceptualise 
the medical profession as a high status and powerful group in society, or to focus on the 
intricacies of interaction?  These contributions to sociological knowledge are important, but 
there is also a need for a more compassionate, empathetic account of the impact of taking 
clinical and corporeal responsibility for feticide if sociology is to represent adequately the 
social context of this medical practice and the medical profession.    
 
A new perspective on the medical profession? 
From the case study of male rape, it is clear that the medical profession is engaging in 
academic debate when sociology is peculiarly reticent on the subject; is this because doctors 
are more motivated to find a way of dealing with particularly challenging social phenomena 
that present themselves in medical practice?  From the case study of removable partial 
dentures, there are specific questions about why some people find the RPD so intolerable, but 
also questions about how professionals remain motivated and take pride in activities that may 
seem unpopular or even repugnant to others.  Indeed, the dentist is a regular transgressor of 
accepted bodily boundaries and the management of the corporeal, yet this role has yet to be 
investigated within the remit of sociology.  Similarly in the case study on male rape, a 
transgression of bodily boundaries that tends to be conceptualised as particularly problematic, 
the academic discourse is dominated by legal and medical voices, rather than sociological 
interest.  From the case study on feticide, we can see that the medical profession is not merely 
engaging with the corporeal boundaries of life, but is actively involved with the boundaries of 
life and death as a process; but sociologists and social scientists have shown little interest in 
the ethical and social questions about what it must be like to face the corporeal realities of 
killing a wanted baby as part of medical work.  As individual topics, each case study raises 
theoretically interesting questions.  However, when considered together, they form the basis 
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for developing a broader theme in how the medical profession has been conceptualised within 
sociological perspectives on health.   
 
These case studies suggest that there is a conceptual gap within what we know about the 
medical profession, because there has been little perceived theoretical value in understanding 
the personal impact of unpleasant medical work on medical professionals as individuals and 
therefore on the role this professional group plays in society.  Within the medical profession 
itself, there is a perception that the profession is approaching a form of motivational crisis in 
which doctors are finding administrative burdens a significant distraction from ‘real’ 
medicine.  And whilst the vast majority of clinical literature will deal with the technical detail 
of what doctors do to bodies and cells, there is perhaps less enthusiasm for exploring the 
broader social and ethical implications of taking part in those activities.  Traditionally, the 
broader social implications of medical practice have fallen within the remit of medical 
sociology, and many medical practices have been explored; but the representation of the 
medical profession within the sociological discourse has been primarily as a powerful, 
privileged group that needs to be held to account, and be given critical feedback on their 
world view.  I would agree with the sentiments expressed by such sociologists, and support 
their work.  But at the same time, it is important to simultaneously account for the sometimes 
unpalatable corporeal activities that the medical profession takes responsibility for and 
engages with, and therefore to account for the impact of that work, and to account for the 
social role that the medical profession as a whole performs on behalf of society.   
 
Alongside the more established understandings, a more compassionate perspective toward 
medical practice is essential if sociology is to understand more fully the experiences of 
doctors and to account more accurately for the role of the medical profession in society.  The 
precise detail of such an approach remains elusive and will undoubtedly be shaped by the 
social context of the topic in question.  Indeed, it would be foolhardy to claim that it is 
possible to set out in advance the detail of an emerging and developmental approach.  
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However, it is possible to identify some important conceptual points of reference for 
developing a more compassionate sociological approach.  First, it is impossible to have 
compassion without empathy; in this sense, developing a more compassionate sociology is 
heavily dependent on the personal philosophical and ethical standpoint of individual 
sociologists.  Criticism is something that can be a technical exercise, though it is not 
necessarily only technical; but empathy requires a genuine identification with the viewpoint 
of the study subject.  Second, it is important to explore the positive contribution that personal 
and professional characteristics make to the construction of social practices.  For the medical 
profession, this means at the very least taking seriously the concepts of altruism and duty – 
not as overarching theoretical explanations for the existence and/or dominance of the medical 
profession, but as a valid and important social influence in the practice of medicine alongside 
the more familiar concepts such as self interest.  There will be value in engaging more 
explicitly with two particular areas of theoretical work to achieve this end: (1) social 
theoretical perspectives on the emotions (for example, see Hoggett, 2000); and (2) the 
epistemological relevance of ‘evaluation’ research, particularly that of practices within the 
public sector (see for example of such work, see Kazi, 2000; for comment on the role of 
‘evaluation’ or morality in social theory, see Seidman, 1999).  Finally, and most importantly, 
it is essential to promote a compassionate perspective as one aspect of a broader multi-faceted 
sociological account of medical practice, rather than seeing either a compassionate, power-
based, or altruistic approach as sufficient as  stand alone theoretical perspectives.
vii
  In this 
goal, Stacey’s (1980) discussion of the relationship between charisma, power and altruism in 
the context of a child development centre for pre-school disabled children is a particularly 
useful point of reference.  She argues that whilst a power based analysis is important in 
understanding the particular social processes and medical practices involved, it is impossible 
to explain these adequately without also acknowledging the role of individual charisma and 
altruism.  But most importantly, she argues for an integrated approach that brings together a 
variety of analytic approaches to encompass both structural and individual factors that 
mediate the social practice in question.  
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There is certainly evidence that the medical profession has successfully managed to delegate 
some of health care’s ‘emotional dirty work’ and retain the more prestigious tasks for itself 
(Nettleton, 1996); however, the medical profession retains control over other ‘dirty’ or 
unpalatable tasks.  And whilst the dominant critical sociological tradition is important for 
understanding the medical profession, so too is a more compassionate, empathetic perspective 
on the social and ethical consequences of taking part in problematic medical work.  
Combining the critical with the compassionate will help to ensure that the medical profession 
is represented more adequately within the sociological discourse. 
 
 
Conclusion 
 
I have argued that although critical medical sociology has contributed greatly to our 
understanding of medical practice and the organisation of the medical profession, it has done 
so primarily on the basis of criticism rather than a more balanced critique.  Post Parsons, the 
adoption of a more critical perspective on the medical profession and on medical knowledge 
was necessary, and changed the relationship between sociology and medicine.  For medical 
sociology, focusing on criticism has helped to carve a more defined role in informing medical 
practice and an understanding of medicine as a socially mediated phenomenon.  Similarly, 
ethnographic analyses of medical practice have also contributed to the sociological viewpoint, 
providing greater understanding of the more everyday aspects of health and health care.  Over 
the last 50 years we have seen medical sociology as gaining increasing presence in the overall 
medical curriculum in the UK, though there is perhaps a lesser degree of engagement in some 
other advanced industrialised nations such as the US (for example see Wegar, 1992).  In this 
context, one powerful rationale for medical sociology in general is that there is a perceived 
need to make medicine more reflective, and to become more accountable to the patient.  
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However, there has been little perceived theoretical value in attempting to develop a 
sociological approach that incorporates a more compassionate perspective when attempting to 
understand the role of the medical profession and the unpleasant aspects of medical work.  
 
I have attempted to demonstrate that within medical sociology’s current theoretical 
mainstream, it is difficult to represent meaningfully the impact of taking responsibility for 
engaging with particularly challenging social problems in the context of medical work, and to 
account adequately for the role of the medical profession in society.  Although doctors may 
delegate emotionally demanding work to other health professionals whilst retaining the most 
prestigious activities for themselves, doctors themselves have dirty work to do; it may be 
prestigious or skilled, but it also involves engaging with breached understandings of corporeal 
engagement and therefore individual doctors and the profession as a whole confront the 
socially mediated contradictions of human existence, and absorb the personal consequences 
of that confrontation.  It is important to develop sociological analyses that can encompass 
both criticism and compassion when accounting for a powerful social group, if the 
experiences and role of the medical profession are to be represented adequately.  
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i
 For a fuller examination of the notion of vocation and medical culture, see Becker et al.’s (1961) work 
on US medical student training.  
ii
 This view of the medical profession as driven by vocation rather than financial incentive originally 
emerged in the west as a response to the influence of Christianity, where physicians charging for 
healing contradicted the ideal of Christian charity where care of the sick was a moral obligation.   
iii
 These are three of the more prominent cases that have impacted upon the public perception of the 
medical profession in the UK  in recent years.  These cases encompass many ethical issues such as the 
proper training of surgeons and the appropriate use of surgery (Bristol heart babies); the consent 
procedures for retaining organs of dead patients for the purposes of research (Alder Hey) and the 
safeguards within health care against rogue doctors (Harold Shipman).  
iv
 The only potentially comparable attention in social science discourse is that relating to euthanasia, 
and to the death penalty; whilst it may be possible to draw some parallels between these practices of 
ending life and feticide, feticide raises issues of intrinsic interest, for example, the symbolic relevance 
of feticide as a decision that is made on behalf of another being, but a being that has no legal status as a 
subject, and no capacity to speak for its own interests. 
v
 Medical professionals are not forced to perform these tasks, as individuals can expect to have any 
personal objection to termination of pregnancy accommodated within the NHS; however, the notion of 
individual consent does not negate the possibility that taking part in such activities has an impact on the 
person in question, or an impact on the profession as a whole.    
vi
 This is perhaps because there is perhaps a philosophical tension between the anthropological 
influence on ethnography (which seeks understanding for its own sake) and the explanatory purpose 
that drives sociology and social policy (which seeks the more purposive explanation, implying the need 
for reform).     
vii
 This in turn may require theorists to adopt a hermeneutic approach to the epistemological 
underpinnings of their work, where the act of moving between different epistemological paradigms to 
construct a broader analysis is perceived as a valuable theoretical exercise rather than a betrayal of 
theoretical inconsistency.  However, the implications of such an epistemological eclecticism are 
beyond the remit of this paper.  
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